Introduction
In haemorrhage was having a blood transfusion; and a diabetic patient was receiving an intravenous infusion of insulin.
TREATMENT AFTER TRANSFER (BEFORE DELIVERY)
After admission to the hospital most women with uncomplicated preterm labour were too far advanced in labour for any action to be taken other than for their delivery to be arranged. In 40 of these cases expectant management was adopted, and in 27 of them treatment with antibiotics was instigated as a prophylaxis against infection of ruptured membranes.
The patients with coexisting diseases required much more active management. All 25 women with pre-eclampsia were treated with antihypertensive drugs and three women with antepartum haemorrhage had immediate blood transfusion. Table II gives the intervals from admission to delivery. More than three quarters of the patients had delivered within 48 hours after admission, and an appreciable number of women in group 1 were fortunate to deliver in hospital rather than in the ambulance transporting them. In group 2, 17 of the 25 patients transferred with pre-eclampsia were delivered by caesarean section less than four hours after admission. In those patients transferred with suspected fetal compromise seven of the 21 babies required delivery within two hours of arrival because of abnormal results of fetal cardiotocography. As time is required in such cases for assessment and also for stabilisation in women with pre-eclampsia some degree of the acuteness of the problems on admission becomes apparent. This point was reinforced in the woman with antepartum haemorrhage to whom three of the 12 babies who did not die were delivered by caesarean section less than 50 minutes after arrival in the hospital.
Results

ADMISSION TO DELIVERY INTERVALS
MODE OF DELIVERY Table III shows the pronounced difference in the numbers of vaginal and operative deliveries between the two groups. The incidence of caesarean section in the group with uncomplicated preterm labour was 27%, but considering the nature of the problem this was not surprising. The problems associated with the patients in group 2, however, were responsible for an incidence of caesarean section of 79%. The relatively common use of the classical procedure (14% of all caesarean sections) is noteworthy in view of its implications for future reproductive performance. Labour, delivery, and its immediate consequences generated the need for administration of 91 general anaesthetics and 30 epidurals among the 190 patients. 
Discussion
From our results it is clear that in utero transfer in cases in which the only problem is threatened or established preterm labour presents few difficulties for the mothers and provides excellent facilities for dealing with any problems the neonate may develop. But the 16% of mothers delivering or being delivered within one hour of arrival in the receiving hospital, often after a long ambulance journey, remain a concern as the deliveries may possibly have been precipitated during transfer. Similarly, in cases ofintrauterine compromise reservations about fetal safety during transfer must also exist as many of these vulnerable fetuses, which often have severely retarded growth, were transferred having already shown considerably abnormal features on cardiotocography.
In utero transfer poses additional problems for women with coexisting disease. In several cases mothers were transferred in far from ideal circumstances, especially those with worsening pre-eclamptic toxaemia or antepartum haemorrhage. These mothers often required urgent resuscitation or the rapid establishment of aggressive treatment with antihypertensive drugs and sedatives immediately after arrival at the hospital. The incidence of caesarean section in women with pre-eclamptic toxaemia and antepartum haemorrhage was extremely high at 86% (32 of the 37 women with a viable fetus), and the procedure inevitably generated more complications in already ill women. The results suggest that urging caution in selecting these patients for transfer is justified; the transfer itself, when monitoring of both mother and fetus is far from ideal, is an additional hazard to both. continue then several problems need to be resolved. Firstly, it may be prudent to adhere to the recommendations made in the 1979-81 confidential inquiry into maternal morbidity"2 and establish one or more teams in the receiving hospitals with expertise in managing such conditions as worsening pre-eclamptic toxaemia. Advice could then be given before transfer. Secondly, the receiving hospitals must continue to encourage both medical and midwifery staff to maintain their abilities to deal with severely ill mothers who are highly dependent, as routinely accepting compromised patients will inevitably lead to an increase in the incidence of maternal morbidity. Whichever option is chosen, however, it seems that a much fuller assessment of the risks to the mother must be undertaken before transfer. In many cases these may outweigh the risks to the fetus. I The passage of time since the proposals were first announced, however, has done little to assuage the fear that many of them represent a giant leap into the unknown. Many commentators, therefore, have been disappointed at the government's antagonism to a more evaluation oriented approach. There is some evidence of a growing recognition in ministers that learning by doing must be an integral part of the reform process. But there is little support in Whitehall for comprehensive monitoring and evaluation of the changes that have been set in train.
Against this background the King's Fund has decided to support independent assessments of the government's proposals. National advertisements were placed in the specialist press during the summer to encourage outline research applications from a wide variety of sources; 78 were subsequently received and considered. A short list of 13 was selected and investigated in more detail. The King's Fund has decided to invest about £500 000 over the next two to three years on five of these projects, and further consideration is being given to another two.
The five research projects, which are summarised below, will The Fund is also considering research aimed at investigating the impact of the white paper on administrative and labour costs in hospitals and management of staffing in the NHS. MANAGED 
COMPETITION
Managed competition in health cares lies at the heart of the government's future strategy for the NHS. A key assumption is that separating the purchase of health care from its provision will stimulate competition between providers so as to: * Increase cost sensitivity * Improve efficiency * Encourage innovation and enterprise * Raise quality standards.
Research by the National Association of Health Authorities aims at monitoring the introduction of managed competition in the West Midlands region over three years. The project has four main aims. * Firstly, it will monitor changes in the scale and pattern of service provision. This will entail documenting changes in flows of patients and service patterns such as the type, volume, and location of services offered by providers * Secondly, the research will subject the theory of managed competition to empirical test. The full effects will not become apparent over the relatively short life of the project. Nevertheless, there will be strong indications of its direction, and it will be possible to identify trends and different management approaches * Thirdly, the work of the National Association of Health Authorities will contribute to management learning and the management of change. Information on best practice and innovation on such issues as contract construction, performance evaluation, and price setting will be made available to managers and clinicians as the research progresses * Finally, the project will develop more precise and reliable instruments and indicators to aid long term BMJ VOLUME 299 2 DECEMBER 1989
